
OCEANVIEW DOG GROOMING SCHOOL 
705 North Shore Road, Revere, MA 02151 

(781) 284-7800 Phone 
(781) 284-7866 Fax 

ENROLLMENT APPLICATION 

A NON-REFUNDABLE registration fee of $50.00 must accompany this 
application for enrollment. 

Please check all the appropriate spaces below that you wish to attend. 
____Days ____Evenings ____Saturdays ____Full Time ____Part Time 

Please enter all the following information.  (PLEASE PRINT) 
____Mr. ____Mrs. ____Ms. 

Name: ______________________________ Date of Birth:__________ 

Address: __________________________________________________ 

City:_________________________________  State:____ Zip:_______ 

Home Phone: ____________________ Cell Phone: __________________ 

How did you hear about Oceanview Dog Grooming School? 

 _________________________________________________________ 

 _________________________________________________________ 

Please contact Robert Godfrey if you have a conflict in schedule. 

School Holiday Schedule: 

New Year’s Day Labor Day 
Martin Luther King Day Columbus Day 
President’s Day Veteran’s Day 
Patriot’s Day Thanksgiving Day 
Memorial Day Christmas Day 
Independence Day 



Background Information – All questions must be answered. 
Name of last High School attended: ________________________________ 
Address of High School: _________________________________________ 
Maiden Name: ____________________ Other names used: _____________ 
Did you graduate? ____ If yes, what year: ___ If no, do you have a “GED”? ___ 
Did you attend school after High School? ____________  Dates: __________ 
If yes, name of Post-Secondary School(s)? ___________________________ 
Name of current employer: _______________________________________ 
Address: _________________________________  Phone: _____________ 
City: ____________________________  State: ________ Zip: _________ 
Spouse’s Name:  _______________________________________________ 
Address: _________________________________  Phone: _____________ 
City: ____________________________  State: ________ Zip: _________ 
Parent’s Name:  _______________________________________________ 
Address: _________________________________  Phone: _____________ 
City: ____________________________  State: ________ Zip: _________ 
Personal reference: _______________________ Relationship: ___________ 
Address: _________________________________  Phone: _____________ 
City: ____________________________  State: ________ Zip: _________ 

MEDICAL HISTORY: YES NO (Please check yes or no) 

Allergies _____ _____ Which allergies? __________ 

Diabetes _____ _____ 

Epilepsy _____ _____ 

Heart condition _____ _____ 

Impaired vision _____ _____ 

Prosthetic devices _____ _____ Which devices? __________ 

Taking medications _____ _____ List medication: __________ 

Have you had any previous grooming experience? _______________________ 

If yes, where and what dates? ____________________________________ 

Signature: ___________________________________  Date: ___________ 


